A higher prevalence of uninsured persons, even within income level, was found among Central and South Americans than among other Hispanics, probably because of their lack of employer-based coverage and factors related to immigration status. 6 The same sampling method has shown a high rate (34 percent) of uninsured persons in a random sample of 501 Mexican Americans ages eighteen to sixty-four in San Antonio, Texas, in 1992. 7 Although the use of telephone surveys and listed numbers may underestimate uninsurance rates, time trends should be valid (especially when stratified by income). 8 In conclusion, it will be important to monitor, at the state level, uninsurance rates not only for all low-income adults (as noted by Schoen and colleagues) but also for Hispanic adults by income level and Hispanic subgroup. To monitor insurance trends and access to care among Hispanics within a state (for example, in inner-city areas), the survey method may be modified by preselecting telephone exchange numbers, or ZIP code of residence may be asked in the survey. 
Emergency Departments Are Not The Problem
To the Editor:
In his discussion of the American Association of Health Plans' "Putting Patients First" initiative, David Jones, Humana's chairman and chief executive officer, commented on the difficulty that health maintenance organizations (HMOs) have in holding down the cost of emergency department visits ("'Putting Patients First': A Philosophy in Practice," Health Affairs, November/December 1997). I searched in vain for a rebuttal by those commenting on his paper and in the letters section of the most recent issue. Alas, the task falls to me.
Patrick Tyrance and colleagues show convincingly that there is not a problem.
1 They present evidence that the cost of emergency medicine is less than 2 percent of total health care costs. Health Care Financing Administration (HCFA) data show that more Medicare funds are spent on interpreting electrocardiograms than on providing emergency care to our senior citizens.
Yes, you could save money by sending patients to clinics, but first you would have to build and staff the clinics. Community emergency departments are establishments with high fixed costs. The only way to save money in these departments is to close them-but who would provide the cardiac, trauma, and critical care that our communities need? Who would provide the societal safety net? Canadians use emergency departments nearly twice as often as Americans do. Why? Because the fixed costs are already paid.
Jones has it wrong. Full-service emergency departments staffed by experienced nurses and physicians are an HMO's best friend. By working closely with the primary physician and using the diagnostic capabilities found only in a full-service hospital emergency department, the emergency physician can make sure that only those patients requiring (the really expensive) inpatient care are admitted. The 'Shoe-Box Effect'
To the Editor: Over the years there has been considerable discussion of the "shoe-box effect." When patients are required to submit paid receipts to receive reimbursement for prescription medications, these receipts frequently end up in a shoe box and are never actually submitted to the insurance company. Thus, the insurance company does not incur the expense of the unsubmitted prescription claims-the "shoebox effect." Correspondingly, for those systems in which claims are submitted to the insurer by the pharmacy (usually online at the time of sale), insurance companies pay for claims that they would never have received under the former system. The question of interest is, How big is the shoe-box effect? Estimates range anywhere from 1 to 25 percent, but there is little empirical evidence to support any particular number. 1 Express Scripts, Inc. (ESI), a national pharmacy benefit manager, examined this issue with a particular client group by requiring two drug claims before the prescription claim would be paid. When the prescription was filled, the member paid 100 percent of the cost, but the pharmacy had to submit an electronic claim to ESI. The member was required to submit a prescription receipt that had to match the electronic claim to receive reimbursement. Over a period of one year ESI received 32,294 electronic prescription claims from pharmacies. Of this total, 25,285 were paid, 4,272 were unpaid because the patient had not yet reached his or her deductible, and 2,737 were unpaid because the member never submitted the claim to ESI. Accordingly, the shoe-box effect was estimated to be 9.8 percent. Members' failure to submit claims reduced the plan's expenditures by an estimated 8.9 percent.
Although these findings suggest that the shoe-box effect is substantial in terms of dollars, it is unknown whether the effect within a particular group is relatively constant over time. It is reasonable to expect that patients would be more likely to submit their receipts over time, as they become accustomed to the process. We hope your readers find these results as interesting and important as we do. 
Doctors As Decisionmakers
To the Editor: The numerous papers in Health Affairs struggling to deal with the impact of managed care have missed (or avoided?) the real solution. While the term managed care covers a variety of processes with a bewildering assortment of acronyms, all of these processes have in common a system of review that is intended to certify that a requested medical service is appropriate. Appropriate, in this context, includes cost as well as medical suitability; therein lies the rub. The unstated, or at least understated, objective of managed care is to strike the best balance between cost and quality-not to ensure provision of the "best" health care or simply to contain health care costs, but to actu-
